There has been a growing interest in controlling and even eradicating measles."' Effective strategies for the control or eradication of measles in developing countries require epidemiological studies of disease transmission in different social environments. This study describes the experience from an urban district in Guinea-Bissau. Despite a high level of immunisation, measles has continued to be a major cause of deaths registered in the community. An (table 2) .
Since children were vaccinated from the age of 6 months during the initial campaigns, it could be feared that vaccine failures would contribute to the introduction of measles cases. However, there were only 17%/, (4/24) vaccinated children among the foreign introduction cases whereas 360/o of other cases had been vaccinated against measles. All four vaccinated introduction cases contracted the disease during hospitalisation. Five of the other introductions from the hospital were 5-9 months old and had not yet been vaccinated.
The 11 persons who introduced measles from areas other than the hospital had not been protected by vaccination because they were guests (6) or were too old (4) or too young (1) to be included in the regular measles vaccination programme.
In the 1980-2 period, 430%0 (10/23) of deaths occurred among guests and newcomers, whereas such deaths had constituted only 12%/, (9/77) in 1979 (p = 0-003; Fischer's exact test). Among the 13 Introduction ofmeasles into a highly immunised West African community: the role ofhealth care institutions 115
Bandim children who died of measles, one had been vaccinated at 8 months of age, three at 9 months, and one at 28 months. Three children were too young (7-8 months) to be vaccinated when they caught measles and died. Three other unvaccinated children were aged 9, 10, and 14 months when they contracted measles. Two older children who died had not been vaccinated because they had an undocumented history of prior vaccination. Of all measles deaths, three were among children who had been hospitalised and four occurred in the houses to which hospitalised children brought measles. Three more of those children who had been hospitalised (2) or had caught measles from such children (1) Several studies have noted that measles contracted at the hospital is severe, often with a high case fatality rate.7-10 However, introductions of measles in the community via the paediatric ward may contribute more to measles inflicted child mortality than those cases occurring during hospitalisation. Not less than 37% (10/27) of all who died within three months of a measles attack had caught the disease at the hospital or through contact with someone returning from a stay in hospital. The fact that children died of infection they had caught in the ward contributes much to the popular fear of hospitals.
The importance of health institutions in measles transmission can probably be reduced. There has been some reluctance to vaccinate sick children, 1011 and a few reports of children dying shortly after vaccination10 have suggested that measles vaccination may kill severely malnourished and immunodeficient children. However, all studies of a large number of patients indicate that sick and malnourished children can be vaccinated safely and effectively against measles.28 14-8 A control study concluded that measles vaccination almost completely prevented cross infections with measles and did not constitute a significant risk to severely sick children.8 Another study18 reported a highly significant reduction in mortality from a level of 17%/, (104/600) in the year preceding measles immunisation to 8%/) (51/654) in the year after measles vaccination was given on admission, to all children aged 6-36 months (p<0-001; x2 = 26-3). Considering both the risk of contracting measles during hospitalisation and the risk of transmitting the
